PAST Surgery for epithelial ovarian cancer has undergone a long journey of evolution over the last decades, starting from a nihilism towards a presumed 'hopeless' disease over a transition of cautious speculations about the benefits of cytoreduction, to the advancement of surgical debulking techniques even outside the peritoneal cavity into the mediastinum and chest. The 'holy grail' of this journey has been to achieve maximal tumor clearance in an effort to derive the hoped-for therapeutic benefit. Early and continuous adopters of this radical approach have demonstrated a clear survival advantage of their patients' populations compared with other populations where surgery was of lower effort. These pearls of wisdom and knowledge have been passed through to multiple generations of gynae-oncology surgeons in a constant strive to achieve maximal cytoreduction until, nowadays, the 'optimal' postoperative residual disease is accounted to be only microscopic. 1 
PRESENT
Debulking patients with advanced and disseminated disease has nevertheless been proven challenging and has often come at a price. Scepticists argue with increased surgical morbidity and impairment of patient's quality of life, longer theatre times and hospital stays, and necessity of higher infrastructural and financial resources, 2,3 especially for patients with higher tumor load. Under the perspective of a more adverse tumor biology that is hypothesized to mainly dictate surgical and clinical outcome independently of surgical effort, a culture of not offering surgery to patients with extensive tumor dissemination patterns has been developed, even if the disease would potentially be operable within more specialized settings. Within a population-based comparative study, Hall et al. demonstrated that also extending surgical effort to patients with higher tumor burden seems to indeed be associated with higher surgical complexity and longer theatre times, but is also independently associated with better overall survival compared with chemotherapy alone, without significant overall increase of morbidity. 2 
FUTURE
Through centralization of surgical care, appropriate allocation of financial and infrastructural resources, and consolidation with modern systemic-targeted agents, we aim to improve survival rates in ovarian cancer, even in those cases with more extensive tumor dissemination patterns of the disease and a seemingly less favorable tumor biology profile. Through specialized surgical training and the development of algorithms for identification of the appropriate surgical candidates, we will direct radicality towards those patients who will benefit the most, and improve not just the surgical but also the overall clinical 
